MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH - St ' £
DEPARTMENT OF PUBLIC HEALTH. AND‘wEI..'Fr& ) »ﬁﬁ-:‘—mj-()——
noon ':g‘lrsm':  AMENDED Regis_lrafinn District No. ____m;.m__;.‘;_l’rimm Registration District No. lO.U.Z._awmn No, 50 STATE FILE NUMBER

. A
1. PLAC] ™ vl 2. -USUAL RESIDENCE {Whera docassed lived. I Institution: Residance before

a. COUNTY s STATE - .. b, COUNTY o admissl
Jackson Missouri Jackson lent
b. CITY {If outside corporate limits, give TOWNSHIP anly) Length of stey in 1b e CITY Inside Limits
OoR s OR S
TOWN Kansas City 25 yrs, TOWN R naag City Yes M No O

c. FULL NAME OF (If NOT in hospital, give location} Inside Limit d. STREET i ive locati
HOSPITAL OR ide Limits el {If outside, give location} Reslde on Farm

INSTITUTION 1 jttle Sisters of The Poo Yes [} No 2920 Forest - Yo [ No B

3. NAME OF DECEASED First Middle Last 4. DATE Month Day
{Type or print) :

VS 300
Rev. 4/ 59_

DATE AMENDED

Yaer
Mr, . Allen Robertson DEAH September. 15, 1963 ,
5. SEX 6. 'COLOR OR RACE 7. Morried (1 Never Married {1 |8. DATE OF BIRTH | 9- AGE (iast birthday} [ IF Ul:hDER 1 YEAR | IF'UNDER 24 HR
: ; i . Mo o H Min.
Male White Widowed B Divorced 12-18— 185 75 vrs. ll oy our|1 n.
10a. USUAL OCCUPATION (Give kind of work done | 105, KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and stale or country). | 12, CHIZEN OF WHAT COUNTRY

ine g iroad Bmployee Manhattan Island, N, ¥.  U.S.A.

13a. FATHER'S NAME - 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

a o | Elizabeth Robertson | Pearl Robertson

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 14.. SOCIAL SECURITY NO. 17. INFORMANT R Address .
{Yes, no, or unknown} '(if yes, give war or dates of servi Flossia Pickett . Rt, 2', Harris OnVllle’
1 Peari-Rubertson—

R b R T A o e
wweowr a0 (L0l rrgnatnl (et Gpator Lire.
- g g f f ) :

Conditions, if eny, DUE 1O {b) m d

which gave rise to
above cause (a),
stating the under-
lying cause last. DUE 1O [c}

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO' DEATH but not relsted to the termiral PART 1il. If deceased wes female was
disease condition given in PART | (a} . there a pregnancy in last 90 days.

) [DY;;] 0 No I O Unknown
19. WAS AUTOPSY | 20s. ACCIDENT SUICIDE: HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Entar nature of Injury in PART I or PART |l of item 18.)
PERFORMED? [w] O ] .
YESO NO[J
20¢c, TIME OF Hour Month, Day, Year

INJURY -aum,
p.am.

-
4
i
=
=2
[V
Q
Q

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

4

. URY OCCURRED 20e. PLACE OF INJURY, (e.g., in or about home, | 20f. CHTY, TOWN, OR LOCATION COUNTY
20d \|NNI:||ILE AT WORK [ fapm, ory, street, office bidg., efc.) l// . ‘
~ NOT WHILE AT WORK [] ﬂzﬂ / - A‘ _/ [

— M L3 2
ded the d " ﬁm;",:‘ J/‘ /ﬁ - - 6‘3’ nd last uwmaliw omj
i 7 -
Death occurred &t ! . m on the date stated sbove, and to the best of my knowledge, from the causes stated.
4

i
4 wtlegree or. title)

73c. NAME OF CEMETERY_OR CREMATOR

Forest Hill

2 FUNEL DIRECTOR 25. DATE RECD. 8Y LOCAL REG.

Mellody-McGilley-Eylar Funeral Home q_ /6 6.3
Linwood & WOODLAND (Licensed Em Statement on:Reverse Side)

USE BLACK INK
~ OR :
TYPEWRITER RIBEON

SHOULD READ

B

seph A. FFgartme_.cAL CERTIFICATICN

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

_ | heréby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me;

or by Student Embalmer No.
working under my personal supervision.

Student

Signnfure‘ of Student Embaimer

Licensed Embalmer No.. E .,S 2 3 .
P. Q. Addressm

. Nofe: The-above MUST BE SIGNED BY THE LICEMSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). ' -
If emhalmed by a STUDENT he also shall _sign in his OWN handwrmng
L If thl:’body is ot embalmed fact should be 30 stated ‘above.




